BEFORE THE BOARD OF MEDICAL EXAMINERS

IN THE STATE OF ARIZONA
In the Matter of - , ' -
- . : Case No. MD-00-0370, MD-00-0546,
BRUCE C. HUNTER, M.D. - MD- 01-0455 MD-01-0687
Holder of License No. 24075. - | CONSENT AGREEMENT FORA
For the Practice of Medicine - . DECREE OF CENSURE AND
In the State of Arizona. PROBATION '
CONSENT AGREEMENT

M —_—_——

By mutual agreement and understanding, between the Arizona Board of Medlcal
Examiners (“Board”) and Bruce C. Hunter, M.D (“Respondent”) the partles agreed to the
following dlsposmon of thls matter at the Board's publlc meetlng on March 6, 2002.

1. Respondent acknowledges that he has read ‘and understands this Consent

Agreernent and the stlpulated Fmdlngs of Fact Conclusions of Law and Order .

4 | Respondent acknowledges that he understands he has the’ nght to consult wrth |egal

counsel regardlng this matter and has done so or chooses not todo sO. ¢ A

2. Respondent understands that by entering |nto this ‘Consent Agreernent for|
the issuance of the foregorng Order, he voluntanly relinquishes any rights to a hearlng or
judicial review in state or federal court on the matters alleged, or to challenge this: Consent

Agreement and the Order in its entlrety» as |ssued by the Board, and ‘waives any other

|| cause of action related thereto or arising from sald Order

3. Respondent acknowledges and understands that this Consent Agreement
and the Order will not become effective until approved by the Board and signed by its

Executive Director.




. dlssemlnated as a formal actlon of the Board.

4, All admissions made by-Responde’nt are solely‘ for ﬂnal disposition of this
matter and any subsequent related admmrstratwe proceedings or civil litigation involving
the Board and Respondent. Therefore, Sald admissions by Respondent are not mtended _

or made for any other use, such as in the context of another state or federal government '
regulatory agency proceedlng, civil or criminal court. proceeding, in the State of Avrizona or

any other state or federal court.

5. Respondent acknowleddes and agrees that._' although the Consent
Agreement has not yet been accepted‘by the Board and issued by the Executive Director,

uoon sianing this_aareement, and returning this document (or a copy thereof) to the|

Board's Executlve Drrector Respondent may not revoke his acceotance of the Consent

Agreement and Order. Respondent may not make any modn" cations to the document. .

Any modifications to this original document are ineffective and void . uniess mutually

' approved by the partres

6. Respondent further understands that this. Consent Agreement and Order
once approved'and signed, shall constitute a publnc record document that xrnay be pubhcly :
7. If any part of the Consent Agreement and Order is later declared vord or| .
otherwise unenforceable, the remainder of the Order in its ent:rety shall remam in force

and effect.

Reviewed and accepted this S
- day of Eg:k RUARY , 2002.-

Bruce €. Huftdr, M.D.

Mf;@g ﬂ W’ Reviewed and approved as to form_/7/L /77%

Dan Jantsch, Esq.,//  dayof _f£u Et? Mﬂ RY 2002
(Counsel for Bruce Hunter M.D.)




| narcotic medications and subjecting patient S.N. to general anesthesia every 2t0 3 weeks-'

FINDINGS OF FAC

1. The Board is the duly constituted authority for the regulation.and control of |
the practice of allopathic medicine in the State of Arizona. .
2. Respondent is the holder of license number 24075 for the practice of .
allopathic medicine in the State of Arizona. » ' ' |
Case No, MD-00- 370
3. The Board initiated case number MD-00-0370 upon receiving a complaint
alleging that Respondent prescrlbed excessrve and/or questronable amounts of controlied
substances to several patients, wrote fraudulent prescnptlons and scheduled
questionable surgeries for insurance purposes. |
4, Board staff revrewed numerous patlent records and prescnptlon records
obtarned from local pharmacres The records indicated that several patlents mcludrng '

patlent S N D U and S B were recelvrng large amounts of controlled substances from_

.l_, ErIat] »Q‘L}.ﬁ

Respondent :
} (‘ ¥ 1L l

i F
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5. -. Respondent treated patrent SN a -female patient who suffered froml

Gardners Syndrome. Patlent S.N.'s pnmary care physician referred her to Respondent
for treatment of cysts in the genital area. For approxrmately two years Respondent
performed incision and drainage every 2 to 3 weeks under general anesthesia and
prescribed over 6,000 dosage units of Hydrocodone with acetaminophen (Lortab).

6. Richard Zonis, M.D., Chief Medical Consultant (Dr. Zonis) reviewed the

case. Dr. Zonis expressed concern about Respondent prescribing increasing amounts of _

for more than 2 years for a benign-condition. Respondent did not initiate or record a
dermatological consult and there is no record of a colonoscopy being recommended or

performed in spite of the risk of colon cancer associated with Gardner's Syndrome.

R Y



Respondent fell below vthe standard of .care in prescribing“ excessive amounts of
medications to patient S.N. | | '

7. Respondent treated patient D.U., @ thrrty-ﬁve year old female, who suffered
from fibromyalgia. Respondent delivered patient D.U.'s- baby on January 8, 2000. From
April 2000 untll August 2000 Respondent prescribed/refilled 1000 units of Hydrocodone
7. 5 mg, 60 units Oxycontin 10mg, and 1060 units of Oxycontin 20 mg.

8. Dr. Zonis reviewed the case and concluded that'Respondent's ‘medical
records regarding patient D.U. do not contam a history or physical examlnatlon concerning
ﬁbromyalgia and there were no specialist consultations. Additionally, the record was.
extremely sparse and unaoceptable from the perspective of chronic pain management.
Respondent fell below the standard of eare in prescribing'excessive doses of medicine

and in marntalnrng madequate medrcal records

9. On November 11, 2001 Board staff conducted an. lnvestlgatlonal rntervrew

, ". i f

_ wrth Respondent Durlng the mtervrew Respondent answered questlons about hIS care ' |

' and-prescnbmg pract|ces in- regards to several patrents Specrﬁcally, ] Respondent ’.f..

informed Board staff that he had never seen a patlent with Gardner's syndrome prior to
treating patient S.N., and he believed there was a risk assaciated .with frequent induction | -
of general anesthesna but he did not perform liver function tests on patient S.N.

10.  Respondent also discussed his treatment of patient D.U. Respondent '
admitted that he did not check her liver functions regularly with respect to the
acetaminophen she received. Respondent also admitted that he did not obtain any prior
physician's records regarding the original diagnosis of fibromyalgia and only assessed the
patient by her symptoms and her own relaying of information.

11. Board staff specr’r‘ ically - questroned Respondent about hlS prescnblng

practices in regards to patient S.B., who subsequently married Respondent on September |-




15, 2000. - Respondent stated that he did not prescribe any controlled substances to
patient S.B. after they were married.

"42. ~ On November 13 and 27, 2001, Board staff obtained pharmacy records from
several pharmames The pharmacy records indicated a number of prescriptions for|
controlled substances written or authorized for patient S.B.- by Responde-nt_ after their
marriage date of September 15, 2000.

13.  Specifically, the records show that, after the date of marrlage Respondent
signed, issued, or called in 14 controlled substance prescriptions for patient S.B. Dr.
Zonis, Chief Medical Consultant, reviewed the case and ‘concluded that if patient S.B. was
not addicted before she became a. patient of Respondent, as a result of his prescribing
practices, she certainly became addtcted while under his care.

14, Respondent fell below the standard of care in his prescribing of control|ed | ‘

sUbstances topatnents S. N and D U.. Respondent commltted unprofessnonal conduct m

prowdlng false information to the Board and |n prescnblng control!ed substances to patlent o |

S. B.,-a miember of his immediate famlly

 Case No. MD -09-0546 A
15. The Board initiated case number MD-00-0546 upon receiving information of
a malpractlce settlement. |
16. On January 7, 1998 patient C.H., a thlrty-four year old pregnant female,
reported to the Emergency Room at Navapache Reglonal Medical Center with complaints| A
of nausea and vomiting. " Patient C.H.'s blood pressure was 80/60 and she was
hypothermic on admnssnon '
17. Bruce Hall, M.D.. (Dr. Hall) was the emergency room physncxan Dr. Hall
admxtted patlent C.H. and dlagnosed nausea and vomltmg secondary to pregnancy Dr.

Hall referred p_atlent C.H. to Respondent the on—calt obstetrician. Respondent contmued




the symptomatic treatment. Twelve hours after admission, patient C..H‘. was found vdead in
her hospital bed. J |

18.  Joseph Buxer, M.D. (Dr Buxer), Board Medical Consultant reVIewed the file
and concluded that patient C.H. may have died of an acute peripartum cardlomyopathy,
rare iliness. Dr Buxer further stated that it is entirely unreasonable to expect an
obstetrician/gynecologist to immediately recognize and diagnose this condltlon However,
in light of patient C.H.'s pregnancy, a fetal monitor strip followed by a phone call to the on-{
call perinatologist would have demonstrated critical awareness

19.  Accordingly, Respondent falled to properly evaluate patient C.H.'s signs and
symptoms.

Case No. MD-01-0455
20." The Board initiated case number MD .01-0455 after obtaining medical

: records from Navapache Regional Medical Center in regards to another mvestigation

“’; B s i

e '_51:21_ __ Respondent saw patient W H a seventy three year old fernale patient on |

"September 21, 1998, for postmenopausal bleedmg Dunng the examlnation Respondent o

observed a very large neoplastic mass growing out of her cervix.

22. Respondent biopsied the mass, but did not complete the pelvrc examination

{|Due to Respondent’s failure to continue the pelvic examination, he failed-to diagnose o

Stage 3 cancer, which should only be treated by radiation therapy and not surgery.

23.- - On October 2, 1998 Respondent proceeded to perform a total abdominal
hysterectomy. During the procedure, Respondent cut across the tumor and injured the
ureters, necessitating further surgical repair.

24. Dr. Buxer, Board Medical Consultant, reviewed the file and noted that
Respondent failed to complete the pelvic examination, failed to classify the stage of

cancer, failed to consuit a gynecological _oncologist to determine if surgery was




appropriate. Dr. Buxer, also revrewed seven addrtlonal patrent charts and noted.that none
of the charts contained a formal hrstory and physical examrnatlon as required for major
surgery.

25. Respondent fell below the standard of care in failing to properl'y stage the
cancer, failing to obtain a gynecological oncologist consult, and in performrng surgery that
cut across the tumor and obstructed both ureters, and surgery that was contralndrcated in
Stage 3 cancer of the cervix.
| . Case No. MD-01-0687

- 26. The Board initiated case number MD-01-0687 after receiving a letter of
complaint regarding Respondent’s failure to respond to a call while on-call. |

27. On September 22 2001, Respondent was on-call at Navapache Regional
Medical Center Hosprtal staff attempted to contact Respondent for a patlent in need of an
urgent evaluatlon of moderate fetal distress |

v
H !

"2’8.' Respondent dld hot respond to the call and had made no arrangements for

coverage during his' absence Respondent had’ been involved in a srmrlar rncrdent wrthrn

the past year at Navapache Reglonal Medical Center

29. -On October 15, 2001, the Board received a narrative response “from |

’Respondent, who stated that he was not on-call for all emergencies but only for

“ynassigned patients and transfers from Whiteriver indian Hospital.® The patient in need
of the eval.oation on September 22, 2001 was not an unassigned patient or transfer. Thus,
he felt comfortable leaving town for a couple of hours knowing that the primary care
physician would refer the evaluation to another obstetrlcran/gynecologlst |

30. Richard Zonis, M.D., Chief Medical Consultant, reviewed the case and the |
Navapache Regional Medical Center bylaw_s. According to the bylaws, an on-call

physician must respond to a call within 60 minutes of receipt and if the physician knows




health of the patrent or the public.*)

within 24 hours in advance of his inability to be on-call, the physician must provide
alternative coverage. Respondent neither responded nor provided alternative coverage.
31. Respondent's failure to respond to the call and his fallure to provide

coverage falls be!ovv the acceptable standard of care.

CONCLUSIONS OF LAW
1. The Board possesses jurisdiction over the subject matter hereof and over
Respondent. | | | . |
2. The conduct and circumstances described above in paragraphs 4 to 13

constitute unprofessional conduct pursuant to ARS. § 32-1401(25)(]) (“[pIrescribing,
dispensing or administering any controlled substance or prescription-only drug for other'
than accepted therapeutic purposes.”) |

3. T'he conduct and circumstances described above in paragraphs 4 to 13, 16

to 18 21 to 24 and 27 to 30 constltutes unprofessronal conduct pursuant to A R S § 32-

l

1401(25)(q) ( [a]ny conduct or. practlce WhICh is or might be harmful or dangerous to thel " !

4. “The conduct.and circumstances - descnbed above in paragraphs 11 to 13,
constitutes unprofessronal conduct pursuant to AR.S. § 32- 1401(25)(h) (“[pIrescribing or
dispensing controlled substances to members of the physician’s immediate famuly “)

5. The conduct and cnrcumstances described above in paragraphs 11 to 13
constitutes -unprofessional conduct pursuant to ARS. § 32-1401(25)(jj) (“[k]nowingly
making a false or misleading statement to the board or on a form required by the board or
in a written correspondence including attachments, with the board.”)

6. The conduct and circumstances descnbed above in paragraphs 16 to 18

constitute unprofessional conduct pursuant to AR.S. § 32-1401(25)(1) .(“[c]onduct that the




board determines is gross malpractice, repea’ted malpractice or any malpractice resulting
in the death of a patient. ‘) |

7. The conduct and crrcumstances descnbed above in paragraphs 16 to 18
constitute unprofessional conduct pursuant to AR.S. § 32—1401(25)(tl) (“[c]onduct that the
board determines is gross negligence, repeated negtigence or negligence resulting in
harm to or death of a patient.) ’ | |

8. The conduct and circumstances described above in paragraph 8 constitute'
unprofessional conduct pursuant to ARS. § 32-1401(25)(e)(“[flailing or refusing to
maintain adequate patient records on a patient.”) . |

IT IS HEREBY ORDERED THAT:

1. Respondent is |ssued a Decree of Censure for the conduct described above

oo Respondents l|cense is revoked However the revocatlon is stayed and| -

. Respondent is placed on probatlon for 5 years wrth the following. terms and condrtlons |

{Upon any vrolatron of a probatlonary term after giving notice. and the opportunlty to be ) )

heard, the Board shall termlnate the probatlon and revoke Respondents hcense If an|

investigation mvolvmg an alleged violation of the probatron is initiated, but not resolved

prior to the termination of the probation, the Board shall have continuing Junsdrctron and ,
the perlod of probation shall extend until the matter is final.

(A) Respondent shall pay a fine in the amount of $ 2, 500 00. Respondent

~ shall pay the fine within 60 days of the effectlve date of this Order -
(B) Respondent shall, within one year of the effective date of this Order,
obtain 15 hours of Board staff pre-approved Category | CME in gynecological

oncology, 20 hours of Board staff pre-approved Category | CME in prescribing

_controlled substances and 20 hours of Board staff pre-approved Category |




CME in pain management. Respondent' shall provide Board staff - with
satisfactory proof of attendance. The CME hours shall be in addition to the|
hours required for‘the biennial renewal of medical license.

(C) Respondent shatl not prescribe, administer or dispense any Schedule
Il and lli controlled substances. After one year from the effectlve date of this|
Order, Respondent may apply to the Board for its afﬂrmatrve written permission
to prescribe, administer, and dispense Schedule Il and il controlled substances.

(D) Respondent shall not practice pain management until he applies to
the Board and afﬁrmatively receives the'Board’s affirmative written approval to
do so. |

(E) Respondent shall’ adhere to the hospital's on-call schedule - The|
Board should be notified of a vrolatlon of thIS probatlonary term

| .

C(F) Respondent shall |mmed|ately provrde a copy of thIS Order to aIl

o hosprtals where Respondent has any pnvrleges to practlce Wlthln thlrty (30) .

days of the effectlve date of this Order, Respondent is further required to

- provide the Board with the name(s) of the hosprtals where he has privileges to|

practice and a signed statement that he has complied with this notification
requirement.
(G) Respondent shall submit quarterly declarations under penalty of

perjury on forms provided by the Board, 'stating whether there has been

'compllance with all the conditions of probation. The declarations shall be

' submrtted on or before the 15th of March June, September and December of

each year.

10




3. The Board retains juri.sdiction' and may initiate new action based upon -any

violation of this order.

4 This Order is the final disposition of case numbers MD-00-0546, MD-00- |

0370, MD-01-0455, and MD-O1-06_87.

DATED AND EFFECTIVE this E-D—t—’ day of _ 777\4,@%) , 2002.

BOARD OF MEDICAL EXAMVINERS
OF THE STATE OF ARIZONA

o (Wit Sk
By
~ EtAUDIA FOUTZ, Executivg/Director

Al
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.|| ORIGINAL of the foregoing filed this
® || Lx-day of _tMapes , 2002 with:

| The Arizona Board of Medical Examiners
9545-E..Doubletree Ranch-Road
Scottsdale,'AZ 85258 '

EXECUTED COPY of the foregoing mailed by
Certified Mail this \g%-day of tnpes, 2002 to:

Daniel Jantsch, Esq. -

Olson, Jantsch, Bakker & Blakey, P.A. -
7243 N. 16" St. o |
Phoenix, AZ 85020-5203 .

EXECUTED COPY of the foregoing mailed by
this {4~ day of Hnecay 2002 to: :
Bruce Hunter, M.D. |

P.O. Box 1809
Lakeside, AZ 85929

1




L.A. Lioyd, Executive Director .'
4425 W. Olive Ave., Ste. 140.
Glendale, AZ 85302-3844

Barbara Roberts

Drug Enforcement Administration
3010 North 2™ Street, Ste. 301
Phoenix, AZ 85012

EXECUTED COPY of the foregoing ,-
hand-delivered this \>*-_day of '
Tweos 2002, to:

Christine Cassetta, Assistant Attorney General
Sandra Waitt, Management Analyst '
Lynda Mottram, Compliance Officer :
Lisa Maxie-Mullins, Legal Coordinator (Investigation File)
c/o Arizona Board of Medical Examiners '
9545 E. Doubletree Ranch Road
Scottsdale, AZ 85258 -
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- BEFORE THE ARIZONA MEDICAL BOARD

IntheMatterof e R
,MD-03-C090A

BRUCE c. HUNTER M D.
D AMENDMENT TO CONSENT
|| Holder of License No. 24075 ... |- AGREEMENT AND ORDER OF .
|| For the Practice of Allopathic Medlcme | CENSURE AND PROBATION DATED

In the State of Anzona -' MARCH 6 2002

21

o i Thrs matter was consndered by the Anzona Medlcal Board (Board") at |ts publlc o

meetmg on June 1, 2003 The Board was presented W|th the request of Bruce C Hunter

M D., ( Respondent )to amend a March 6 2002 Consent Agreement and Order (“Consent o

Agreement") restnctlng Respondents practlce by proh|b|t|ng h|m from prescrlblng, :

pann management The Consent Agreement provrded that Respondent could request that '
the Board Ilft the prescrlblng restrlctron after one year and that the restnctlon on paln

management was m place untll further order of the Board The terms and condltnons of the :

»Consent Agreement are rncorporated hereln by reference After due consrderatron of the |

facts and Iaw apphcable to thls matter the Board voted to amend the March 6 2002 Order .
by i 1ssu1ng the foIIowrng Order | » - o o
e __"' f ORDER
IT IS HEREBY ORDERED that

1 Respondent |s no Ionger prohlblted from prescnblng, admlnlsterlng or

vdlspensmg Schedule Il and 1] controlled substances
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- DATED this (4 day ofJune 2003

ARIZONA MEDICAL BOARD

BARRY A. CASSIDY, Ph. D PA-C
Executlve Dlrector :

ORIGINAL of the"forégoing filed this . -

([ X2 day of June, 2003 with:.

Thé Arizoha Medicall'Board e
9545 East Doubletree Ranch Road - -
Scottsdale, Arizona 85258 . s

Executed bopy Df the foregD'ing- B

|| mailed by U.S. Certified Mail this -~ -~

\1‘4“- day of June 2003 to -

Bruce C Hunter M. D
POBox 1809 = = .
LakeS|de Arlzona 85929 1809

Copy of the foregonng hand dellvered thls
\&* day of June 2003 to: '

_Chrlstme Cassetta ‘

Assistant Attorney General e
Sandra Waitt, Management Analyst

: Compllance

9545 East Doubletree Ranch Road _ o
Scottsdale Anzona 85258 ‘ B




